To compare treatment effectiveness of psychodynamic and behavioral in-patient treatment of patients with severe obesity. DESIGN: Randomized longitudinal study of obese patients (BMI ! 35 kg=m 2 ) randomly assigned to behavioral or to psychodynamic psychosomatic rehabilitation. SUBJECTS: Ninety eight, mostly female (88%), obese patients (age 20 -64 y, BMI 36 -74 kg=m 2 ).
Introduction
In severe obesity, dietary restrictions usually lead to temporary weight reduction followed by long-term weight gain. 1 Among the psychotherapeutic approaches, behavioral treatment is usually considered most appropriate for these patients. 2 However, in a recent retrospective follow-up study with 154 patients, we could detect no differences in the patterns of weight loss during and after behavioral and psychodynamic in-patient treatment of equal duration. 3 After an average follow-up period of 1.5 y in both groups, former patients struggled equally hard with their weight; about one half had continued to lose weight after discharge, and the other half went back to their original weight or slightly heavier. This prospective randomized study is conducted to compare treatment effects and identify differential mechanisms of change. The preliminary analysis focuses on the issues of: (1) determining effects of in-patient behavioral and psychodynamic treatment on weight, eating behavior and distress; (2) identifying helpful treatment elements; and (3) identifying predictors for a favorable or unfavorable outcome.
Methods

Treatment setting
The rehabilitation clinic conducting the treatment has two separate departments for behavioral and for psychodynamic rehabilitation. The psychodynamic approach aims at uncovering and resolving conflicts underlying the eating disorder, developing alternative coping strategies, and improving body perception and emotional expression. In addition to individual psychotherapy, obese patients participate in various mixed groups of psychodynamic body-oriented and art therapy, relaxation, and physical training. The behavioral approach is geared to identify functional determinants of the eating disorder, to develop problem-solving strategies and social competence, improve body perception and emotional expression, and to develop pleasurable eating behavior regulated by hunger and satiety. As in the psychodynamic approach, individual therapy is conducted. Treatment, however, is centered around various homogeneous groups for obese patients targeting the aforementioned specific attitudes and skills (social competence, eating with pleasure, etc.). Common treatment elements are patient education and a non-dietary approach. While regular meals and weight controls are provided, self-responsibility is encouraged.
Study design
Patients are referred to the clinic for in-patient rehabilitation by the health insurance companies. Based on detailed medical assessments provided by the insurance companies, all patients with a BMI ! 35 kg=m 2 are subjected to external randomization (random digits) for behavioral or psychodynamic treatment. A minority of patients, who are referred directly to a specific setting, are excluded from randomization but retained in each assessment for control purposes. We plan to include 300 consecutive patients in the study.
Medical and psychiatric diagnoses, BMI, physical and laboratory parameters, and medical history are documented by the therapist at admission and at discharge. Patients fill out standardized questionnaires at admission, at discharge, and at 1-and 3-year follow-ups regarding (a) distress (SCL-90R), 4 (b) eating behavior (FEV, German version of the Three Factor Eating Questionnaire), 5 (c) body image (FKB-20) 6 and general life satisfaction (IRES), 7 (d) specific items on treatment satisfaction, credibility and helping alliance, and (e) interpersonal relationships (IIP). 8 Patients Two hundred and twenty five patients have been randomized so far. Of these, 134 patients had already been admitted to the hospital; of these 17 were excluded upon admission for falling short of BMI requirements and only 17 refused participation. Mean age was 41.2 (20 -64) y, BMI was 44.6 (35.6 -73.5) kg=m 2 , corresponding to an average weight of 127 (94 -207) kg. The majority were women (88%); more than 20% were unemployed, and 26% were on sick leave; about half reported an illness duration of more than 5 y. In addition to the eating disorder, 34 patients were diagnosed with affective disorders, 28 as adjustment, 10 as personality, and 17 as other disorders (eg phobic, sexual dysfunction, addiction). Equal proportions were treated psychodynamically (53%) and behaviorally (47%). The average treatment duration was 51 (28 -84) days. Patients assigned to each setting did not differ any of the admission variables. n ¼ 21 were directly assigned to the behavioral and n ¼ 9 to the psychodynamic setting. Patients directly assigned did not differ from randomized patients regarding age, BMI, and treatment duration.
Statistical analysis was done by SPSS (Version 9.01) with non-parametric (w 2 -test, Mann -Whitney U-test), and parametric procedures (MANOVA, Pearson-correlation, t-test).
Results
As Figure 1 shows, a highly significant (MANOVA, P < 0.001) weight reduction was achieved in the behavioral (average of 1.9 BMI units) and in the psychodynamic setting (average of 2.1 BMI units). The average weight losses were 5.4 kg (4.3% reduction) in the behavioral and 6.2 kg (4.7% reduction) in the psychodynamic unit setting. Weight reduction in those patients directly assigned was comparable at 5.4 kg (4.2% reduction).
Concomitant to weight loss, eating behavior also changed: before admission, at least occasional binging was reported by 64% of the patients; at discharge this was reduced to 39%. Purging was slightly reduced from 6 to 4%.
The patients' reports were corroborated by therapists. In both settings, more restrained eating attitudes (FEV) were reported compared to admission (P < 0.001). The average general distress at admission was in the range of clinical populations (M ¼ 1.15) 4 and declined substantially (P < 0.001) at discharge (M ¼ 0.59); again, the two treatment settings did not differ. Significant reductions (P < 0.001) in interpersonal problems (IIP), an improved body image (P < 0.001) and life satisfaction (IRES) were also reported in both settings (P < 0.001). Patients were asked which of the common treatment elements they considered most helpful (Figure 2 ). In both settings almost all patients indicated regular weight control, non-dietary approach, Figure 1 Body mass index (BMI) before and after psychosomatic rehabilitation in a psychodynamic and a behavioral in-patient setting (n ¼ 98). BMI-scores at admission and discharge were compared between treatment settings by MANOVA: time F(1; 96) ¼ 278.6, P < 0.001; setting F(1; 96) ¼ 0.3, NS; timeÂsetting F(1; 96) ¼ 1.1, NS.
Behavioral and psychodynamic in-patient treatment of obesity M Beutel et al self-responsibility and being separated from the family as helpful treatment elements. However, more patients of the behavioral compared to the psychodynamic setting judged the presence of other obese patients (t-test, P < 0 05) and not being alone (P < 0.10) as helpful, and they also considered the treatment focus on weight reduction more appropriate (P < 0.01). Patients in the psychodynamic setting judged regular meal times as being more helpful than patients in the behavioral setting (P < 0.05). However, there were no significant differences between groups regarding treatment credibility, satisfaction, and helping alliance from the patients' perspectives.
Not surprisingly, the amount of weight loss achieved was significantly correlated (P < 0.05) with a higher weight at admission (r ¼ 0.42), a longer treatment duration (r ¼ 0.40), and more phobic anxiety (eg distress in public; r ¼ 0.21). We could find no correlations regarding other social or psychological variables.
Discussion
While there is a paucity of data on in-patient treatment, the proportion of the overall weight reduction is in the range of self-control programs for weight reduction of equal duration. 1 A greater weight loss was associated with a greater weight at onset of treatment, more distress in public at admission, and a longer treatment period. Therapeutic benefits extended not only to eating behavior but also to distress, interpersonal relations, body image, and life satisfaction. The most striking finding was that a behavioral, symptom-oriented and a psychodynamic, insight-oriented treatment approach were equally effective in reducing weight and distress in comparable randomized samples. One explanation could be that common factors were decisive, as patients in both settings rated a number of common treatment elements as highly helpful (regular meals and weight control, self-responsibility for choice of food, not being alone, separation from family). However, assessments of helpful aspects of the treatment also differed between patients in the two settings: patients in the behavioral setting judged the stronger focus on symptom change as more appropriate and saw the presence of other obese patients as more helpful (being treated in homogeneous groups) than patients in the psychodynamic setting. Regular meal times were considered less helpful by them. Treatment credibility and overall satisfaction were comparable between settings. Considering the pervasive tendency of obese patients to regain or exceed their original weight after treatment, 1,2 the decisive issue will be the long-term outcome. Hopefully, this study will finally allow us to identify subgroups of patients benefitting more from one approach than the other.
